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New Jersey Department of Health and Senior Services
Office of Program Compliance – Reporting

P O Box 367
Trenton, NJ 08625-0367

FACILITY REPORTING INCIDENT DATA AND ANALYSIS YIELD (FRIDAY)
GUIDELINES

Ø The investigation report shall be in compliance with all of the requirements set forth in question #14.

Ø Certificates and/or wallet cards are not to be photocopied and submitted or retained as competent evidence of certification.

Ø N.J.A.C.  8:39-43.15(a) states, “No licensed long term care facility shall employ a person as a nurse aide without making
inquiry to the New Jersey Nurse Aide Registry, at 1-800-274-8970, and to any other state where the facility believes the
nurse aide to be registered.”  This also includes those individuals sent to the facility by private employment agencies.
Certificates, wallet cards, and/or telephone verification sheets that are not issued by Promissor, are not competent evidence
of certification.

Ø Promissor has enhanced the verification system on their website.  The website is www.promissor.com.  Click on Registry
Services," then click on the drop-down box; scroll down to either New Jersey Med Aide/ALA or New Jersey Nurse Aides &
PCAs and click.  Click on either Search the Med Aide/ALA Registry or Search the Nurse Aide Registry.  We are working with
Promissor to include the Abuse Registry as a separate category on their verification website.  When necessary, please
share the registry verification information with your facility's contracted nurse aide, personal care assistant or medication
aide agency.

Ø Promissor (formerly CAT*ASI and ASI) is the company under contract with DHSS to develop, score, and report the results
of the assisted living administrator, medication aide, nurse aide and personal care assistant competency examinations.
Promissor schedules and administers the examinations, and maintains the New Jersey Administrator/Aide Registries.

Ø Make sure you take any possible steps to verify the accuracy of social security numbers as we have had incidents of
individuals who use one number with their employer and another number with the DHSS and/or Promissor.

Ø The Promissor ID# is listed on the passing exam score report and begins with NJ-06.  For those individuals who are not yet
certified, keep a copy of the passing score report in the employee’s file.

Ø If you are unable to meet the time frame required in this letter, or have questions about the contents of this letter, please
contact Megann Anderson or Barbara Guseman.  E-mail: Megann.Anderson@doh.state.nj.us or
Barbara.Guseman@doh.state.nj.us.   Telephone: 609-984-8128.

Ø If you check “N/A” to a question, you may leave the remainder of that question blank.  For example, if you checked “N/A” to
question 7b, leave the remainder of 7b blank.

Ø If the accused was provided through an agency to your facility, regardless of whether the individual is salaried by your
facility or the agency, YOU MUST answer questions 1, 2, 3, and 8.

Ø For Question 6a., please include the preceding letters in the certification number (e.g. NA 123456).

Documentation Checklist (Please check)

Copies of past and present disciplinary actions regarding resident care or any similar practice issues (in response to
Question 7c).

Copies of written decisions from any facility, union, or governmental hearing (in response to Question 9).

Proof that the accused was on duty, assigned to area where incident occurred, and was assigned to victim.  BE SURE TO
HIGHLIGHT THE NAME OF THE ACCUSED & NAME OF VICITIM (in response to Question 10).

An Investigation Report in compliance with all of the requirements set forth on page 6 of this form (in response to
Question 14).

PLEASE BE SURE TO SEND ALL INFORMATION REQUESTED ABOVE
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New Jersey Department of Health and Senior Services
Office of Program Compliance – Reporting

P O Box 367
Trenton, NJ 08625-0367

FACILITY REPORTING INCIDENT DATA AND ANALYSIS YIELD (FRIDAY)

PRINT OR TYPE YOUR RESPONSES

Information Requested about the Accused Aide:

Type of Allegation: Check all that apply

Abuse:  Emotional  Involuntary Seclusion  Physical  Sexual  Verbal

 Neglect:  Misappropriation of Resident Property

Medication Aide ONLY:  Incompetence/Negligence

1. Name of the Accused Aide:           

2. Home Street Address:           
Apartment/Floor Number:           
P. O. Box Number:           
City:           State:           Zip Code:           

3. Social Security Number:           
4. Date of Hire:           
5. If the accused is not certified, complete Question 5 but not Question 6:

a. Name of New Jersey Training Program attended:

          
OR

b. Reciprocity pending from the State of:           (CNAs only)
6. If the accused is certified, complete Question 6 but not Question 5.

See Guidelines prior to completing this section.

a. Certificate Number:           Expiration Date:           
b. Verify the aide’s current status and attach one copy of the current (within the last 30 days) certification

verification sheet.  See Guidelines.

c. Reciprocity from the State of:           (CNAs only)

7. Identify any disciplinary action that was taken against the accused as a result of the investigation:

 Inservice Training  Reassigned  Suspended  Terminated

 Other:           
a. If terminated/suspended, was the accused rehired/reinstated?  Yes  No

b. Were the police notified?  Yes  No  N/A

Name of Police Department:           
Name of the Investigating Officer/Detective:           
Telephone Number of the Officer/Detective:           
Did the police conduct an investigation?  Yes  No

A copy of the police report  is enclosed.   -OR-  is not enclosed.

Send a copy of the police report immediately upon your receipt of the report.

c. Submit copies of past and present disciplinary actions regarding resident care or any similar practice issues:

 Enclosed  No prior disciplinary actions
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FACILITY REPORTING INCIDENT DATA AND ANALYSIS YIELD (FRIDAY)
(Continued)

8. At the time of the incident, the accused was:  a Facility Employee  an Agency Employee.
See Guidelines.

a. Agency Name:           
b. Agency Contact Person:           
c. Agency Mailing Address:           

d. Agency City, State and Zip Code:           
e. Agency Telephone Number:           
f. Agency Email Address:           

9. Collateral Due Process Hearings:

a. Was a hearing offered to the accused to contest the allegations?  Yes  No

b. If yes, what is the date of the hearing?           

c.  A copy of the written decision by the arbitrator/hearing officer is enclosed.    -OR-

d.  A copy of the written decision is not enclosed, as there is no decision as of today.

Send a copy of the written decision immediately upon your receipt of the decision.

10. Provide proof that on the date/time of the incident that the accused was on duty, assigned to the area, resident, or
victim where the incident occurred.  Place a checkmark OR an ‘X” in the box to indicate enclosure/compliance.

l  On duty;

l  Assigned to the area;;

l  If the name of the resident/victim is not listed on the
assignment sheet, write in the name of the resident or victim:           

l  Highlight the Name(s) of the Accused Aide(s) and Resident Victim(s).

11. Facility Information:

a. Name:           
b. Mailing Address:           
c. City and Zip Code           

d. Administrator Name:           
Telephone Number: (          )           

Fax Number: (          )           

Email Address:           
e. Director of Nursing Name:           

Telephone Number: (          )           

Fax Number: (          )           

Email Address:           
f. Facility Investigator Name:           

Telephone Number: (          )           

Fax Number: (          )           

Email Address:           
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FACILITY REPORTING INCIDENT DATA AND ANALYSIS YIELD (FRIDAY)
(Continued)

12. Information Requested About the Resident Victim(s):

a. Name(s):           
b. Age(s) at Time of Incident:           (no birthdates, please!)

c. Actual date and time the incident occurred:

d. At the time of the incident, was the victim alert and oriented?  Yes  No

e. Is the victim now alert and oriented?  Yes  No

f. Is the victim still a resident at the facility?  Yes  No

If no, please provide the resident’s current address:
          
          

NOTE: If the accused abandoned his/her workstation without notifying anyone, you shall identify all affected residents
under his or her care.  Please use the back of this page.

13. Office of the Ombudsman for the Institutionalized Elderly (OOIE) (if the resident victim is age 60 or older):

a. Was this incident reported to their office?  Yes  No

Name of Investigator:

b. Did the investigator substantiate the allegation?  Yes  No

Case Number:           - OR -

 A visit to the facility has not been made

14. Investigation Report Requirements
a. Did the facility investigation substantiate the allegation that abuse,

neglect, or misappropriation of resident property occurred?  Yes  No

b. The facility investigation report shall include the following:
(i.) Written Statements by the victim, accused, facility investigator, or other witnesses, SHALL comply

with the following requirements:
l  Each written statement shall be on a separate sheet of paper. A sample statement form is enclosed

for your use or reference.
l  Every written statement shall be in the first person, the writer’s own words, explaining exactly what

happened; include the writer’s printed name, current home mailing address, daytime telephone
number, date of statement, and signature.

l  If a writer is non-English speaking, the written statement shall be in his or her own language.  A
written, signed, dated verbatim translation shall be provided.

l  If a writer has difficulty writing or otherwise making a written statement, write or type the statement
verbatim and have the individual sign and date the statement.  Please make a notation on the
statement signifying that you are providing a verbatim statement, print your name, sign your name,
and date.

l  If an individual making a statement cannot sign their name, the statement may be signed with an
"X”, if signed below the “X” by two witnesses.

l  If the handwriting on any statement is not legible, please include a typed transcription that includes
the writer’s and the transcriber’s signatures.

(ii.) Details of how the facility investigation was conducted shall include:
[INCLUDE IN YOUR REPORT BUT DO NOT WRITE IN THE SECTION BELOW]

l How the accused was identified.

l How you determined that the allegation was or was not substantiated.

l Finding(s), recommendation(s), and conclusion(s).

l The signature of the facility investigator and date completed.

l If theft of checks was involved, a copy of the cancelled check(s) [front and back]
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FACILITY REPORTING INCIDENT DATA AND ANALYSIS YIELD (FRIDAY)
(Continued)

INDIVIDUAL STATEMENT FORM

Complete the following 4 steps.
Attach additional sheet(s) if necessary. Sign and date additional sheet(s).

1. On what date did the incident occur?           

2. State in your own words what happened, or what you actually saw and/or heard.

          

3. Name of Individual Completing Form (Print):           
Street Address:           

Apartment/Floor Number:           
P. O. Box Number:           
City:           State:           Zip Code:           
Daytime Telephone Number:           

4. Signature:

Date Completed:           


